"acute angulation at the origin of the artery from the aorta may result in anatomic or functional constriction of the proximal portion of the anomalous coronary artery."9""0"' Baim and Harrison9"'015) report that runoff through a (coronary AV) fistula may lower intracoronary diastolic pressure and produce myocardial ischemia in some patients by a "coronary steal" phenomenon. They state that ischemia has been documented in some patients with coronary fistulas and no atherosclerosis, and there is evidence that the majority of patients do become symptomatic with advancing age. It is my opinion that this patient's chest pain is secondary to myocardial ischemia caused by the anomalous coronary arterial anatomy and/or the coronary AV fistula. Each ofthese findings is capable of causing myocardial ischemia in the absence of coronary atherosclerosis. I believe that the ST segment depression seen during exercise is evidence of this ischemia. The normal thallium 201 imaging may simply be a false negative result.
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The patient was seen by a cardiothoracic surgeon and the case was discussed. Because of (1) the small anatomic size of the AV fistula, (2) Coronary arteries are richly supplied with alpha-adrenergic receptors, and sympathetic stimulation results in a coronary spasm. There is evidence that stress and apprehension provoke the release ofcatecholamines which are responsible for ST-T changes during endoscopy.'0 The incidence of ischemic ST-T changes was 23.6 percent on continuous electrocardiographic monitoring during endoscopy, and these changes occurred most often in patients with underlying heart diseases.11 Although, fortunately, these disturbances remit spontaneously in most patients, some serious complications such as acute myocardial infarction have been noted.2 Since endoscopic sclerotherapy has become a widely accepted method of treating bleeding esophageal varices, there are increasing possibilities of treating a patient with varices who may have coronary artery disease. ECG monitoring of these potential life-threatening complications during sclerotherapy seems justified. Further investigation to determine the underlying mechanism disturbing the cardiovascular system is mandatory.
